nodes were not palpably enlarged, neither were the liver and spleen. Routine haematological and urine examination showed no abnormalities. Chest X-ray was normal. An excisional biopsy was performed, the histology revealing Hodgkin's disease.
Postoperative investigations for systemic disease showed no abnormality. Lymphangiography showed no involvement of abdominal lymph nodes, and a skeletal survey was normal. Bone marrow biopsy was negative.
No therapy was instituted because the patient remained asymptomatic. She has been carefully followed up over the last three years, during which time she has remained asymptomatic and free of disease.
Localized primary extranodal Hodgkin's disease (Hodgkin's lymphoma) is quite rare; its prevalence is unknown arid the overall incidence is probably less than 0.25% 1. Of all the extranodal sites of involvement, primary Hodgkin's disease of the breast is extremely rare. Keuckens? was the first to report its occurrence, and a few other cases have been added to the world literature since then 3 -7 • A further case is now described and the literature reviewed.
Case report
In January 1983, a 70-year-old Negro woman was admitted with a lump in her right breast which had been enlarging slowly over the previous few months. She had neither nipple discharge nor any significant breast discomfort. Natural menopause had occurred approximately 20 years before and she was in good health. There were no constitutional symptoms such as fever, loss of appetite and night sweat.
Physical examination of the breasts revealed a firm mass, 4.5 em in diameter, located in the upper outer quadrant of her right breast. The nipple was not retracted. Skin was not adherent and the lump was not fixed to the underlying muscles. The left breast was normal. The axillary and other peripheral lymph Pathology: The specimen consisted of a globular 4.5 x 3.5 x 3 em brown mass surrounded by a rim of normal breast tissue. It was firm in consistency and the cut surface was soft and pulpy with a grey appearance and a few areas of brown coloration ( Figure 1 ).
Through sections were fixed in 10% formaldehyde solution, embedded in paraffin and stained with haematoxylin and eosin. Microscopically mammary tissue was destroyed and replaced by tumour. Areas of collagenization could still be seen ( Figure 2 ). The tumour showed a pleomorphic mass of cells with abnormal reticulum cells, large histiocytes and plasmacytoid cells, many of which varied in size and shape. Bizarre giant cells were numerous, including lacunar cells and the typical Sternberg-Reed cells (Figures 3 and 4 ). Histological diagnosis was Hodgkin's disease (nodular sclerosis type).
Discussion
At the Port-of-Spain General Hospital, Trinidad, we have seen 48 cases of Hodgkin's disease out of 148 malignant lymphomas over a period of 10 years from January 1975to December 1984.The parameters used for diagnosing and classifying Hodgkin's disease were the same as adopted by Lukes and Butler", Of the 48 cases of Hodgkin's disease, 3 were extranodal, respectively involving primarily the stomach, the terminal ileum and caecum, and breast.
The Rye Conference on 'Obstacles to the control of Hodgkin's disease' concluded that extranodal involvement with Hodgkin's disease was to be considered as stage IV disease", Musshoff"? was of the opinion that Rye stage IV patients could be further subdivided into stage IVpc when extranodal Hodgkin's disease was limited and lying in direct continuity with lymph node disease, and stage IVpd when extranodal disease was unrelated to any lymph nodes by proximity. His findings in stage IVpc showed a survival comparable with stage II disease. Accordingly, the staging system was revised at the Ann Arbor Sympoaium"! so that within each stage there would be a category for extranodal disease designated by a subscript letter 'e'. For example, primary extranodal Hodgkin's disease with apparent localization to the primary site without involvement of any other organs is stage Ie.
Localized primary Hodgkin's disease (stage Ie) of the breast is extremely rare. Ackerman and Rosai'? recorded that they had never seen Hodgkin's disease presenting as a primary breast tumour. However, Haagensen'P described the occurrence of primary Hodgkin's lymphoma of the breast. In reviewing the world literature on extranodal Hodgkin's disease, Wood and Coltman! noted only 8 authentic cases primarily involving the breast. Both unilateral and bilateral involvement of the breasts with Hodgkin's disease have been described!",
The standard mode of therapy for extranodal Hodgkin's disease! S is extended field radiation. However, radiation therapy appears not to be-effective in cases of localized primary Hodgkin's disease of the breast. All but a single patient reported, who was treated by radiation therapy alone, ultimately developed disseminated disease and 3 patients died at 6, 6 and 8 months despite aggressive radiotherapy! . However, Sanyal et al.? reported that their patient was symptom-free and in good health two years after radiotherapy following initial surgery. Our patient is well with no evidence of recurrence or systemic disease three years following surgical excision alone.
The prognosis in Hodgkin's disease depends not only on the stage of the disease but also on its histological subtype. According to the modified Lukes and Butler" classification, subtypes with lymphocyte predominance and nodular sclerosis carry a better prognosis than mixed cellularity and lymphocyte. depleted varieties. Localized primary extranodal Hodgkin's disease of the stomach, small bowel, thyroid. lung and tongue seems to have an excellent prognosis. There are insufficient data to draw specific conclusions about localized Hodgkin's disease of the breast where 5-year survival has not been mentioned-, Average life expectancy after diagnosis of primary Hodgkin's disease of the breast is reported to be approximately 4 years 3 • More cases will have to be studied to evaluate the proper therapy and define prognosis.
Although systemic disease has not yet developed in our patient, her prognosis remains guarded because it is well known that patients with mammary Hodgkin's disease can suffer a disseminated process after initial diagnosis and therapy. Angiodysplasia of the colon is a relatively common cause of low intestinal bleeding in the elderly. Improved colonoscopic and angiographic techniques found have demonstrated it to be the major cause of bleeding of unknown origin. In the vast majority of cases it occurs in the caecum and right colon. We present a case of angiodysplasia of the caecum in which the diagnosis was obscure before surgery and injection of contrast material in the resected specimen provided the final diagnosis.
Case report
A 74-year-old man was admitted for evaluation of iron deficiency anaemia and guaiac-positive stools. He had a past history of severe heart failure due to mitral insufficiency and aortic stenosis, non-insulin dependent diabetes mellitus and mild renal failure. During the previous year he had been admitted several times with congestive heart failure and associated anaemia (Hb 6-10 g/dl). There was no history of gastrointestinal bleeding. The patient had a complete work-up, including upper gastrointestinal and barium enema examinations, gastroscopy and colonoscopy and abdominal ultrasound studies. All were normal. Pertechnetate scan showed no Meckel's diverticulum. The anaemia remained a problem despite 8 units of blood and iron replacement therapy, oral and parenteral.
Physical examination at the present admission revealed marked pallor, respiratory distress, pulse rate 90 regular, blood pressure 110/60 mmHg. There were no telangiectases of the skin or mucous membranes. A 3/6 systolic murmur was audible over the entire precordium with radiation to the carotid arteries and to the axillary region. The rest of the examination was normal.
Laboratory findings showed: hematocrit 28%, haemoglobin 9.2 gldl, microcytic hypochromic anaemia with a low iron level and no haemosiderin in the bone marrow. Blood sugar 100-150mg/100 ml, BUN 70mg, creatinine 1.5mg/100 ml, clotting tests and liver function were normal. Repeated tests for occult blood in stool were positive. ECG was normal, chest X.ray showed pulmonary congestion and left ventricular enlargement.
In view of the patient's severe resistant iron deficiency anaemia and occult gastrointestinal bleeding, it was decided to re-evaluate the gastrointestinal tract. Repeat colonoscopy revealed a small vascular malformation in the caecal region, with a tendency to bleed, but this could not be demonstrated by selective mesenteric arteriography. At explorative laparotomy the walls of the stomach, duodenum, small and large bowel were normal on macroscopic examination. Transillumination of the small bowel was non-contributory. For this reason and the suspicion of caecal angiodysplasia raised by the colonoscopic findings, a right hemicolectomy was performed.
Contrast material injected into the ileocecal artery in the resected specimen showed typical findings of angiodysplasia (Figure 1 ). The malformation was confirmed later by histology (Figure 2) . At follow up a year later the patient was well, with no occult bleeding, stable haemoglobin levels and no iron supplements. 0141-0768/87/ 040249-03/$02.00/0 C> 1987 The Royal Society of Medicine
